Fourteen days after first seeing the child there was no change in the depression, so, at the age of 3 weeks, the operation was performed. Under ether two half-inch incisions were made in the upper part of the frontal bone, on either side of the depression, so that both lay in the hair-covered area. The incisions passed through the scalp and the thin membranous bone, which was easily cut with the knife. By means of two flat-bladed periosteal detachers, slightly curved upwards towards their ends, and inserted simultaneously through the incisions, the depressed bone was levered up. The small skin incisions were closed with a few horse-hair sutures.
There was no shock after the operation, nor any signs of cerebral disturbance. Healing of the incisions occurred normally. The result is most satisfactory, the appearance of the child being greatly improved. The two sides of the forehead are now practically symmetrical.
I have now operated on four cases of depressed birth fracture of the skull; two in the parietal, and two in the frontal region. In all the results have been satisfactory, and I consider that operation is a safe and sound procedure in this condition. It is wise to delay operating for three or four weeks after birth, in order to watch for any signs of spontaneous elevation-this I have seen occur in cases of slight depression. Delay beyond this period serves no useful purpose, and certainly increases the difficulty of elevation by operation.
Mr. CLIFFORD WHITE said he thought the method of treatment adopted in the President's case was open to criticism. Such cases could be divided into two classes, those in which the depression in the bone was the only lesion, and those in which there were hemorrhages below the dura and perhaps also brain injury as well. An uncomplicated case tended to get right during the growth of the head and, except in very severe cases, no operation was necessary. In the second class of case, operation was indicated, as such infants tended to die soon after birth and often did not breathe well from the beginning. He also believed that it was held by neurologists that certain cases of diplegia and impaired intelligence were the result of cerebral injuries at birth and so, if such infants recovered, their future was of uncertain value. If this were so, the serious after-effects would not be prevented by blindly levering up the bone through a small hole, but only by treating the more serious subdural haemorrhage on the accepted lines of surgery. If an operation were done, it should be by turning down a scalp flap and then a smaller slkull flap to include D-OB 3a I the depressed area. In this way the dura could be inspected and, if a subdural hwemorrhage were found, it could be evacuated and the flaps replaced. He had done this on two occasions on babies within a few hours of birth-both recovered without complications. It was not difficult to do; the position of the temporal artery should be borne in mind in making the big scalp flap, and the longitudinal sinus avoided, if possible, in opening the skull. In one case in which a large subdural honmorrhage was evacuated in this way, he had been fortunate in having the child under observation for six years and found that the age of crawling, speaking, walking, &c., was not delayed. The child was now of full average intelligence and size. Methods depending on pulling out the skull dent with hooks or" a volsellum, inserted through a prick in the scalp, or pushing out the dent by curved instruments inserted blindly through small incisions, would fail in cases in which operation was most needed-i.e., cases with subdural lesions. Such methods were comparable to tapping an ovarian cyst through the abdominal wall instead of performing ovariotomy. THE uterus bicornis unicollis is a fairly common malformation, and frequently causes a good deal of disturbance to both gravid and nongravid. The condition has often been referred to at this Section, more particularly the variety in which the two halves are asymmetrical-the so-called uterus bicornis cum cornu rudimentario. Interesting cases of this kind have ,been described in which the rudimentary horn has ruptured, and one or two in which pregnancy followed after removal of the ruptured horn.
Pregnancy in Rudimentary Horn-rupture.-Mrs. S. was admitted to my wards in the Royal Infirmary on June 6, 1918, in a collapsed condition. Menstruation had always been normal, and was of the twentyeight-day type. She had been married for three weeks, but on questioning her she admitted that she had not menstruated for three months. Twenty-four hours before admission she was seized with acute abdominal pain and sickness. I operated upon her within a few hours of her admission, having diagnosed extra-uterine pregnancy from the clinical history. The condition proved to be a ruptured rudimentary horn. This, along with the fcetus and placenta, was removed, and the stump covered with peritoneum. The normal half with tube and ovary were conserved.
